Coincidental conditions: Conditions found at laparotomy which affected the aneurysmorrhaphy included duodenal ulceration, Crohn's disease, carcinoma of the pancreas and diverticulitis.
Specific complications: Intestinal complications associated specifically with abdominal aneurysm surgery included technical problems; postoperative ischzemic conditions; and the formation of aorto-enteric fistulh.
Technical problems were encountered when bowel or mesentery was so closely adherent to the aneurysm wall that resection of bowel was necessary before the aneurysm could be isolated.
Ischaemic complications were surprisingly rare. Acute colonic ischaemia, presenting as gangrene, occurred in only 2 cases: in one resection of the rectosigmoid was necessary eleven days after the aneurysmorrhaphy; in the other colonic ischemia only became apparent at a subsequent abdominoperineal resection for carcinoma of the rectum.
Stricture formation was seen in only one patient. Transient changes occurred in 3 patients; one presented with melena and 2 had persistent diarrhoea post-operatively without radiological changes. One patient complained of post-prandial pain for two years post-operatively which may well have been caused by mid-gut ischkmia.
Aorto-enteric fistule occurred in 5 patients: 2 had aorto-duodenal fistulh, 2 had aorto-colic fistule and 1 an aorto-jejunal fistula. One patient had both an aorto-colic and an aorto-duodenal fistula. In both cases of aorto-colic fistula bleeding occurred at the site of anastomosis but in 2 of the 3 small bowel fistulh the aortic stoma was found to be proximal to the aortic anastomosis. It has been our practice to wrap the prosthesis and the anastomosis either in the remains of the aneurysm sac or with nearby viable tissue; the production of fistule proximal to the aneurysmorrhaphy suggests that it may well coincide with the area of duodenal reflexion and the site of aortic crossclamping.
Frederick Salmon, founder of St Mark's Hospital, was born in Bath in 1796 and as an apprentice to one William White, a surgeon practising at the Bath City Dispensary, acquired his early interest in this specialty. White's writings reflect a very obvious interest in proctology, as witnessed by his book published in 1812 on Rectal Strictures, a book which went to five editions, the last being published by his son, Samuel White, after the death of his father in 1826. To judge by the many papers he wrote, William White was a man with an enquiring mind and a surgeon of wide interests, an example surely to all of us proctologists who follow after. The following list ofjust a few of his papers (Green 1902) gives some idea of his catholic interests:
Observations and experiments on the broad-leafed willow bark: 1798. Hydrocephalus Internus: 1800. Opiate Friction: 1801. An account of Bilious Fever as it appeared at Bath. An account of Inflammatory Diseases of the Liver: 1808. Serious reflections for rich and poor in time of sickness.
From 1812 onwards his interests obviously became concentrated in our specialty as there followed numerous papers on such subjects as spasmodic contracture of the sphincters, haemorrhoidal tumours (called piles), excrescences, prolapsus ani, irritation of the urethra and neck of bladder arising from stricture of the rectum and, finally, observations on strictures of the rectum and other affections with diminishing in the capacity of that intestinum.
Frederick Salmon also published a book on Strictures of the Rectum in 1828 and in the introduction to the first edition pays a tribute to the inspiration he obtained in this field of surgery from William White; so perhaps we should consider William White of Bath as the father of our specialty.
It is interesting to speculate on the pathology of the so-called 'stricture of the rectum', which seemed to be such a common and controversial clinical problem in those days: there is little evidence that venereal disease, common though it was, played an important part in the etiology; the majority were probably secondary to inflammatory disease of the distal bowel or to complications occurring in fistulh and hemorrhoids. In those days Bath was the fashionable centre where the rich gathered to 'take the waters' and many came to be treated not only for rheumatism and gout but also for a wide variety of intestinal disorders. Although the distinction between malignant and non-malignant lesions was recognized, it seems highly probable that many of the socalled strictures were neoplastic. The problems of pathology 150 years ago were much the same as they are today, although we have made considerable advances in our understanding and management of these cases.
The most momentous meeting of this Section in recent years was the discussion on restorative resection of the rectum held in 1948. At this meeting spoke Grey Turner and Charles Pannett amongst others. Percy Lockhart-Mummery rounded off the discussion from the floor, saying that we had passed through the first two phases in the development of surgery for rectal cancer: first, the reduction of mortality to an acceptable figure and, secondly, the achievement of cure of the disease; that we were about to enter the third phase, namely, the conservation of the sphincters. He exhorted those present to go on striving, for in time such procedures might well be proved justifiable.
All that which is new in surgical thought should, quite rightly, be subjected to the most searching criticism but, as regards this particular problem, its birth pangs were somewhat protracted. This I think was due to the emotion it engendered and to the clash of personalities it involved.
A permanent colostomy may seem a high price to pay for the hope of cure; a patient faced with this possibility, even though acquainted with all the true facts, cannot but be filled with dismay; his natural abhorrence of an artificial opening in the bowel quite often results in not unreasonable questioning as to whether there is not some alternative.
There are some surgeons who, in their earnest desire for the best radical treatment, tend to belittle the burden to be borne by the patient with a colostomy and consider that the sufferer, not having specialized knowledge, is in no position to judge the rights and wrongs of the case. In the final analysis this is, of course, true and recognition of such a fact places a heavy responsibility upon the surgeon. He must not be blind to the unpleasant disabilities attendant upon colostomy, with all its inconveniences and potential accidents. The surgeon must fully weigh the maximum chances of eradicating the disease against the recognized expectation of life of the patient. He may even have to consider the wisdom of a colostomy in the light of other disabilities.
In the earlier attempts at operation for rectal cancer, the attack was from the perineum with ablation of the lower rectum and anal canal, leaving the patient with a fistulous tract to the outside through granulation tissue. Later, attention was directed towards restoring continuity of the bowel by end-to-end suture after a cuff excision of the growth. The approach was a posterior one with excision of the coccyx and varying amounts of lower sacrum: this became known as the classical Kraske operation, although followed by numerous modifications mainly based upon the amount and shape of the excised sacral segment. These operations were disappointing, not only because of failure to cure but also because of the morbidity which so often followed a breakdown of the suture line from tension of the upper segment and subsequent purulent fistula formation. Nevertheless some encouraging experiences with this operation early in his career caused Grey Turner (1926) to be sympathetic towards sphincter-saving operations. He gave an illuminating account of his experiences before this Section in 1926 and later, at the meeting in 1948, stated that 7 out of 14 patients had survived for over five years. The account of these 7 patients makes intriguing reading, for the majority seemed to be alive at that time, from eight to twenty-six vears after operation.
In the early days the failure of the Kraske operation led to attempts at establishing a terminal colostomy in the sacral region and efforts were made to improve continence, either by inserting a variety of bungs or stoppers or by passing the colostomy through the fibres of the gluteus maximus or lumbar muscles. However, it was soon found that these efforts failed and that it was better to have an incontinent abdominal colostomy than a doubtfully continent one in the sacral or lumbar region. With the advancing safety of intraperitoneal surgery and with appreciation of the importance of the upward lymphatic spread, greater lengths of rectum and lower colon were excised by the perineal route after preliminary left iliac loop colostomy had been established. This became the popular perineal excision as advocated by Percy Lockhart-Mummery (1920), an operation seldom done now, although in the very elderly and infirm it might still be considered. Its disadvantage was the restricted excision of the lymphatic field and, in addition, the convalescence was often prolonged because of slow healing of the granulating perineal wound and occasional persistent mucous fistula. Colicky pains often occuired years later owing to the inspissation of cellular debris in the blind loop below the colostomy.
In 1910 Ernest Miles introduced his abdominoperineal excision, leaving the patient with a permanent left iliac colostomy. The operation was based upon study of the lymphatic spread and experience of recurrences in the pelvis and perineum in patients treated by the earlier types of operation. Miles was a master craftsman and a virile exponent of his views; he trained a long and loyal line of assistants who champion his operation to this day. With its 50% over-all five-year cure, this operation became the yardstick against which all other forms of therapy were judged. This essentially abdominal approach was in marked contrast to the St Mark's school which was, in those early days at least, essentially 'perineal' in thought and practice. This is not surprising when one considers the full title of the Hospital as one for treatment of 'the Poor afflicted with Fistula, Piles, and other Diseases of the Rectum'. Gabriel (1934) united the practice of Lockhart-Mummery with the theory of Ernest Miles by his advocacy of the perineo-abdominal excision but still the perineal approach had pride of place. This operation, as championed by Gabriel and practised also by Grey Turner, was based on sound arguments and it has surprised me that it was not more popular. Perhaps the lack of euphony in its name lost it some of its would-be adherents! This battle between the essentially abdominal and perineal surgeons was only finally resolved in about 1939 by the introduction by Lloyd-Davies (1939) and his colleagues of synchronous combined excision. This should be considered not only as a compromise between the two rival schools of thought but also as a great advance in its own right, because its major advantage over all previous procedures is the increased facility it offers when dealing with growths on the border-line of operability. It has now become the standard operation in most clinics, at least in those blessed with adequate trained staff to permit of two surgeons working at the same time, though many, like myself, have at times to resort unaided to either the abdominoperineal or perineo-abdominal excision.
The synchronous combined excision is based, as was the original Miles operation, upon the lymphatic drainage of the rectum, as judged by carcinomatous spread in advanced or recurrent cases. The diagram originally appearing in Miles's book has been printed in nearly all subsequent works on the subject. This shows the three major lines of lymphatic spread, upwards along the inferior mesenteric vessels, laterally over the levator muscles to the iliac vessels and downward to the perineum and eventually to the superficial inguinal nodes. It was this lateral and downward spread which led Miles to advocate not only ablation of the anus and anal canal but also as wide as possible excision of perianal skin, the levator muscles and soft parts.
Nevertheless, Westhues (1930) in Germany hadshown that lateral and downward spread only occurs when the lymphatics running upwards to the pre-aortic nodes are blocked by growth. This work was published again in 1934 and credit must be given to Pannett (1935) for bringing it to the notice of British surgeons. At about this time he and Grey Turner and a few others began to practise excision of rectal growths with reconstitution of the bowel by anastomosis of the colon to the rectal stump, first by abdominal and sacral approach and later by the abdominal approach alone, now known to us all as 'anterior abdominal resection'. This pioneer work, however, got scant recognition, mainly because of the controversy amongst the surgical giants of the day, between the supporters of the abdominal approach and those supporting primarily the perineal approach; this argument dominated all surgical thought, except for a few of the more independently minded. It must be emphasized that this was not a resurrection of the old cuff resection of Kraske but an operation directed towards a cure by resection of an adequate length of colon and the adjacent upward lymphatic field. Although at times this operation is done in advanced cases as a palliative measure (and should be always considered in such circumstances) it was originally designed as a curative operation and did not deserve the name 'conservative resection' by which it was often called. American surgeons refer to such operations as 'sphincter-saving' or 'resection with conservation of the sphincters', although such terms are not strictly accurate, for they would include the Hartmann's operation which is not intended. 'Restorative resection' is the most desirable term and one which is now, fortunately, widely used in Britain.
Pannett based his operation on the pathological findings of Westhues and argued that preservation of the levators and anal canal was justified because either the case was curable, in that the lymphatic spread upwards had not yet become blocked or, on the other hand, the way upwards was already blocked and the case therefore already incurablein which case there was no point in undertaking the mutilating operation of removing the lower rectum, anal canal and sphincters. The procedure automatically becomes one of palliation, a very comparable argument to that used today concerning breast cancer. However, this argument was not widely acceptedoften not even understood, so the operation did not at first achieve general adoption. There was obviously a widespread misunderstanding of the argument upon which restoration was based, as witnessed by its inaccurate labelling 'conservative resection'. Then, again, the dominating personality of that brilliant surgeon Ernest Miles coloured so much thought where rectal cancer was concerned that only a few would dare to question his leadership. Also, restorative resection demanded a higher technical standard than the total ablation of the more standard operations. It is understandable that surgeons, used to a particular operation and anxious to collect a large series of a standard procedure, would be loath to venture on something new and untried. Theoretically, also, there were fears of insufficient viability of the rectal stump to permit suturing, fear of pelvic cellulitis, the possibilities of fistula formation, disruption of the anastomosis, peritonitis and stricture formation. Although such hazards are mainly theoretical, they were and still are thought by some to be so great as to warrant a preliminary or at least a simultaneous colostomy. This necessity for staging the operation is used by some as a strong argument against such procedures. However, in actual practice such hazards have been found to be largely theoretical and, with the advent of the slowly absorbed sulpha drugs and antibiotics, the procedure of anterior abdominal resection has become relatively safe even without preliminary or simultaneous colostomy. That Pannett was undertaking such resections without colostomy, before the days of sulphonamides or antibiotics, is a high tribute to his surgical skill, a craftsmanship of suturing to which Dickson Wright also paid tribute at that momentous meeting of 1948.
However, restorative resection was not to win a place of honour without some further struggles. Recurrences of growth were reported on or near the suture line, mainly due, it was thought, to spill and implantation of cancer cells. Impairment of rectal sensibility and associated incontinence were also reported when too little rectum was left. Also at about that time, doubt began to be cast on the validity of Westhues's work when applied to growths situated in the lower rectum, it being felt that lateral spread over the levator ani muscles may occur earlier than was thought. These two factors have led to the more careful selection of cases: it being the practice of most, when cure is intended, to reserve restorative resection for those growths which are not less than 10 cm from the anal verge, above the peritoneal reflection (a somewhat inaccurate definition) and for those cases which show no gross local spread. Preliminary biopsy should show the growth to be of low or average malignancy.
Following the meeting of 1948, certain more enterprising surgeons, including Naunton Morgan, Lloyd-Davies and Goligher of St Mark's Hospital, began to practise this operation more widely and one is grateful to these surgical giants for collecting large enough series to make statistical comparisons possible in a relatively short time. I would strongly recommend that all should read, if they have not yet done so, Sir Clifford Naunton Morgan's excellent statistical review in his Bradshaw Lecture (Morgan 1965) . When St Mark's Hospital moves into battle, with its magnificent record and follow-up departments, there is no holding it and we who practise in less exalted spheres are genuinely grateful for the encouragement and lead given there.
Familiarity with restorative resection for carcinoma quickly led to its application to other forms of pathology. My own total, taken from 1951 when I first went to Bath, numbers 130. I have strictly excluded all high resections, those taking place above the peritoneal shelf, where the lesion is usually in the lower pelvic colon or at the somewhat nebulous area of the 'rectosigmoid'. I reserve the title of low anterior resection for those cases where suturing takes place below the peritoneal fold, an operation which I think is technically safer, since mobilization of the rectum from out of the hollow of the sacrum reduces tension and, should leaks occur, they are below the new peritoneal floor and easily dealt with by the extraperitoneal drain. This series also excludes any form of 'pull-through' operation of which I have only a limited experience, mainly of the Maunsel-Weir type for those innocent lesions, such as villous papillomata, situated at such a level as to be too high to be dealt with from below and too low to be dealt with comfortably from above (Sames 1964) ; the resultant rectal function in these few cases has been surprisingly better than I anticipated and I am wondering if we ought to review our attitude towards this type of operation. After excluding 7 cases of somewhat exotic pathology, my final series is reduced to 123, of which 77 are for carcinoma, 31 for extensive diverticulitis and 15 for rectal prolapse. I am disappointed with the paucity of cases and fear I may have put too much reliance upon hospital records which are often very deficient: my advice to young men is, decide early in your career what your interest is to be and keep your own records.
With modem anesthesia and methods of resuscitation, age would seem to be no bar to extensive surgery. Bath is probably exceptional in its geriatric population, for persons over 65 years old number 18 % above the national average, those above 75 years 34% above, whilst those over 90 years are 100% above the national average. This fact is revealed in my own cases, where 48 (38%) were 70 years or over and 13 (10%) were over 80 years. The over-all mortality for all ages, however (those dying within six weeks of their operation) is 8 or just over 6%.
Surgical Technique I would at this juncture like to touch on some aspects of surgical technique; not that many are likely to change their methods but some may pick up a useful point here or there.
I have always disliked staged operations, so, whenever possible, have usually avoided preliminary or even simultaneous colostomy. I find that there were 101 cases done in one stage, as against 29 cases in whom the resection was done in the presence of a preliminary colostomy, many done elsewhere or by someone else. I do, however, like to have a wide-bore rubber tube passing upwards from the anus through the anastomosis and left in situ until flatus or faces are passed. This I consider is a sufficient safety valve and, despite faecal leaks, have only resorted to subsequent colostomy on three occasions, all, strangely, within recent months, possibly because I have been excessively bold in attempting anastomosis in the presence of too great a degree of obstruction. There is less danger when the obstruction has resulted in fluid fwces and gaseous distension than in those cases heavily loaded with well-formed solid stool. On the other hand, in mildly obstructed cases I find preparation from below very unsatisfactory and usually prefer to pick out formed stool from the proximal cut end (a simple teaspoon is a most useful tool) than to let the patient be submitted to extensive washouts, which are both exhausting to the patient and often ineffective. In more severe cases of obstruction and where conditions are favourable, I would again commend the procedure (Sames 1960 ) of removing the obstructive lesion with its lymphatic field, doing a terminal colostomy in the line of the laparotomy incision and dropping the end back, rather as in a Hartmann's procedure. The advantages are that the growth is removed at the earliest possible time without the dangers associated with suturing of distended bowel, the distal end, which is closed over and dropped back, being below the obstruc-tion and thus in a collapsed state. The patient is cured of his cancer; reconstitutionwhich is a matter of conveniencecan be carried out later. I have resorted to this particular procedure on 7 occasions and all but one have been reconstituted without difficulty. One note of warning: this procedure, suitable for most of the transverse and left colon, should not be done for really low growths which entail mobilization of the rectum from out of the hollow of the sacrum at the first intervention. If this is done, the subsequent reconstitution can be the most difficult operation in surgery, rivalling even the performance of an abdominoperineal after a previous anterior resection.
In the early days I found the positioning of the rectal tube a nuisance and soon devised a method for preliminary packing of the rectum with a length of gauze to the end of which is attached the rectal tube. The patient is placed in the left lateral position, the sphincters forcibly stretched and the gauze soaked in 1 in 500 perchloride of mercury is packed into the rectum; the tube also is made to pass just within the sphincters. The tube outside is lubricated to facilitate its being pulled upwards from above at a later stage. I have used this method consistently since 1952 (Sames 1954) , the only change being that, out of deference to current surgical teaching, I changed from eusol to perchloride solution. Later, when the rectum is cut across after the posterior layer of sutures has been inserted, an empty sponge-holding forceps grasps the gauze pack and delivers it carefully into a drape suitably placed within the abdomen. Any cancer cells which may have been dislodged, together with any other soilings, are thus delivered with the gauze and gentle traction delivers the rectal tube which, after disconnecting from the gauze, is manipulated into the proximal bowel. After further irrigation with perchloride the anterior layer of the anastomosis is completed. Positioning of the tube in this manner allows one to operate with the patient in the normal supine position, rather than suffer the embarrassment of the flexed thighs associated with the synchronous combined position.
Suture breakdown is certainly not uncommon but the resultant flcal fistula at the site of the extraperitoneal drain is never of serious significance, usually closing within a few days; it is amazing that so little trouble results from even a one-third dehiscence. Care, however, must be exercised when assessing these cascs not to pass the examining finger through the dehiscence rather than through the suture linea mistake all too easily made! My records show that fiecal fistula occurred in 13 cases (approximately 10 %), but the figure may well be higher as probably the occurrence goes unrecorded in the notes.
By far the most important cause of suture breakdown is tension and wherever doubt exists the splenic flexure must be mobilized. I would strongly recommend assessment of the length and mobility of the pelvic colon early in the operation, before resection begins: then, if necessary, mobilization of the splenic flexure can be done at this juncture rather than later, when the surgeon may feel less inclined to take this step. If done later, it will involve disturbing the small bowel packs and correction of the head-down position, to which anaesthetists quite rightly object at that stage of the operation; to try to do this with even a moderate Trendelenburg position is most fi-ustrating. For this particular exercise the surgeon, provided he is right-handed, should change sides and work from the patient's right side; a modicum of head-up and lateral tilt are also helpful.
Meticulous and careful suturing is probably of importance too, the great fault being usually oversuturing which leads to loss of blood supply. I believe it is of enormous help to clean carefully the fat and the vessels from the mesentery of both sides, especially the mesorectum. What I call 'double ligation' of the inferior mesenteric, by then the superior himorrhoidal vessels, prevents a great deal of venous ooze and, by dividing the fascia propria, undoes the sigmoid curve of the rectum, thus gaining a valuable extra centimetre or two, and allows sutures to be carefully placed under good vision. A distal clamp is not used. I do not suppose it matters much what suture material is used; I have always relied upon interrupted No. 40 cotton sutures. In fact, for well over twenty years I have used ordinary sewing cotton, bought at a haberdashers, for the major part of my surgery and have no reason to regret it. In latter years 1 have relied upon a single layer of sutures (the anterior row being inverting Connell or loop on the mucosa sutures) with a few extra here and there if thought necessary. Admittedly, non-absorbable sutures do occasionally give rise later to small granulations which may be confused for local recurrence on the suture line and it is always a relief when the biopsy report comes back negative. From my limited experience, local recurrence on the suture line itself has not occurred nearly as often as one might expect, not even prior to my using perchloride as a cytotoxic agent. The high incidence of suture line recurrence experienced by some in the earlier days was possibly due to their unfamiliarity with the operation and the wrong selection of cases. Why are such recurrences not found after resections for carcinoma elsewhere in the colon? One reason could be that a wider margin each side of the growth can usually be obtained without difficulty but another reason may well be that adenomatous polyps seem to be far more commonly associated with carcinomas of the rectum than with those higher in the colon and that really these polyps are the sites of new primary growths rather than local recurrences. In 10 of my own cases I found associated polyps, some often minute, and in 3 frank malignant changes had already occurred. I am not at all sure that the improvement attributed to the introduction of perchloride can be so explained; I wish that I had the courage not to use it and thus prove the point one way or the other! In my experience, the more tragic cases are those who develop a local recurrence not so much on the suture line but in the pelvis, outside the lumen of the bowel. These have occurred when I have been too enthusiastic in undertaking palliative restoration in patients with fairly wide local spread but no very obvious liver metastasis; the operations have usually been exceptionally difficult with the level of growth at the lowest permissible. Once the local recurrence occurs its relentless progress, with return of mucus, blood and threatened obstruction, is worse than the original state, for which a colostomy brings only partial relief. If one accepts the work of Westhues, then it can be argued that a Hartmann's resection is fully justified provided the surgeon is sure that he is around the local spread and sufficiently beyond its lower limit. This latter may not permit a satisfactory restoration, but section of the bowel just above the levators, without any suturing, is more expeditiously performed than a full abdominoperineal resection. Drainage through the open rectal stump is facilitated if a sphincterotomy is added. In passing, I would add that familiarity with the pelvic part of rectal resection makes it possible to do a surprising amount from above; I have on two or three occasions, in thin female patients, been able to excise the whole rectum and anal canal with a cuff of skin all from above. I feel that palliative restoration is best reserved for those who have obvious liver secondaries, who will no doubt die a comfortable death before any chance of local pelvic recurrence catches up with them. The tragic cases are those who have no liver secondaries, but a wide local spread. In these, restorative resection, involving ligation of the inferior mesenteric vein, probably denies them the chance of portal spread and a comfortable death. My average survival for palliative resections done with liver secondaries is nine months and out of 9 Hartmann's procedures the average survival is fourteen months.
The final decision as to which curative operation should be done is best deferred until the abdomen is opened and a preliminary assessment made. It is often gratifying to find that a lesion, thought previously to be on the border-line for restoration, is in fact much higher than was judged by rectal examination. This is probably accounted for, in most cases, by the fact that carcinomas in the region of the rectosigmoid tend to intussuscept into the rectal ampulla. This fact can sometimes be appreciated during rectal examination by asking the patient to bear down on the examining finger, when a lesion that can only just be tipped becomes more easily felt. I tend to rely more on 'just tipping' the growth when pushing hard upwards than upon any particular measurement on sigmoidoscopy although, taken over-all, I find this usually turns out to be in the region of 10 cm.
Except, therefore, for those cases in which the lesion is obviously low, I tend to have the patient in the supine position and prepared for restorative resection. If, however, during the operation this plan has to be abandoned, an abdominoperineal resection can be done in the classical manner.
One of the most difficult growths to resect is not so much one of the rectosigmoid but of the pelvic colon which has prolapsed and secondarily invaded the rectum, obliterating the pouch of Douglas. There may even be a fistulous communication between the two. On occasions the reverse occurs, the primary being in the rectum with secondary invasion of the pelvic colon. However, with patience these large masses can usually be freed and it is always a happy surprise to find, once the hollow of the sacrum is entered, how much rectum can be mobilized below, permitting of restoration. The real difficulty is of obtaining a satisfactory view, due to the gross foreshortening of the lower mesocolon.
Although always anxious to preserve the sphincters, I have tried not to be carried away by my enthusiasm. During this period I have carried out 79 abdominoperineal resections, as compared with 52 curative and 24 palliative restorations. These figures are, however, too small for comparative survival analysis but they tend to confirm what others have proved, namely, that restoration seems to offer a chance of survival at least equal to that of an operation involving a permanent colostomy. One might be tempted to think that there should be no difference in the relative numbers of A, B and C cases chosen for each particular procedure but, in practice, one finds that extensive tumours with gross lateral spread are usually poorly differentiated and have already given rise to widespread lymph-node involvement, these cases being dealt with by abdominoperineal resection, usually palliative but sometimes curative. On the other hand, restoration seems nearly always to be undertaken for A and B cases, although one is not aware of this fact at the time of operation, the choice of operation having been based on other criteria. A method of preliminary assessment of lymph-node involvementif it could be developedshould not materially alter our figures, although one might embark upon restoration with greater confidence in cases which were proven to be confined to the bowel only. On the other hand, venous spread is always an unknown quantity. Routine preliminary scanning of the liver by ultrasonic methods or radioactive tracing would no doubt lead to a greater number of palliative restorations being undertaken. Venous spread, as shown by histological study, however, does not always carry such a gloomy prognosis as might be expected: I have one patient alive and well nine years after restoration in which a poorly differentiated growth was found with marked intravenous invasion and another alive nearly fifteen years after abdominoperineal resection.
Although some extensive carcinomas can be difficult to resect, a large inflammatory mass of diverticulitis presents a far greater challenge. Especially is this so when the colon has prolapsed and become secondarily fixed not only to the rectum but also to small bowel, bladder, uterus, tubes or ovaries. It is possible that my indications for surgery in diverticulitis are too stringent for I seldom seem to see a case at operation which is suitable, to my mind, for sigmoid myotomy, as described by Michael Reilly (1964) . 1 have, however, whilst looking through the records been impressed and, in fact, depressed at the considerable morbidity and for that matter mortality associated with this common condition. I feel that perhaps I ought to be prepared to operate at an earlier stage, rather than wait for what are virtually complications of the disease. There have been far more staged operations for this condition than for carcinoma; but let me sound a note of warning, for colostomy does not always result in the improvement expected. On two occasions profuse diarrheea has persisted due to unrecognized enterocolic fistulha difficult thing to explain away to the patient to whom one has promised so much! I have also had patients develop pericolic abscesses with fistule to the skin and one who developed an acute psoas abscess and later erythema nodosum, all in the presence of a defunctioning colostomy. Although I have not seen it, I believe others have experienced the formation of colovesical fistulk under similar conditions. The resection following preliminary colostomy is often quite difficult due to the diminished lumen of the collapsed and defunctioned bowel, the wall of which is appreciably hypertrophied. Even an oblique cut to the proximal end does not always suffice to equalize the lumina and resort must be made to a T cut of the colon or a T closure of the rectum. Should a diverticulum be noticed close to the proposed suture line it should be invaginated by a circular suture.
It has always surprised me that, although numerous diverticula have obviously been left in the proximal colon, one never seems to have seen trouble arising from them. I believe that having sectioned the bowel in the region of the rectosigmoid one has materially altered its contractile function and I doubt if there is any need to do, as some have suggested, a myotomy proximal to the line of suture. A colostomy, if present, should be closed as soon as possible, for there is no better way of avoiding a stricture at the suture line than by the passage of a wellformed stool.
It might be argued that, as diverticula are always confined to the colon, high anterior resection only is required for diverticulitis coli, yet in my experience the disease is so often gross by the time it comes to surgery that it is far easier to mobilize and resect the inflammatory mass below the peritoneal shelf, often itself obliterated. These patients are often elderly and fat and the extensive adherence to other organs makes surgery for such cases no light undertaking but, nevertheless, rewarding. Another argument in favour of low resection is that diverticulitis and carcinoma at times co-exist or differentiation between the two may be exceptionally difficult, the final diagnosis only being arrived at after the bowel has been excised. In my own small series of 31 cases there have been 8 which I would classify as complicated, inasmuch as they required resection of other viscera, opening and drainage of abscesses or closure of bladder fistulh. With the experience of latter years, I am prepared to do these in a one-stage operation more and more often. I feel that we have come some way since Graser first described his inflammatory tumour in 1898 and Anthony Fothergill, 200 years earlier, recommended for colovesical fistule 'a course of Bristol Waters and asses' milk'.
